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Abstract: The relationship between corneal arcus (arcus senilis)
and mortality from coronary heart disease (CHD) and cardiovascular
disease (CVD) is examined in a prospective study of White men (n
= 3,930) and women non-hormone users (n = 2,139), ages 30-69,
followed for an average of 8.4 years as part of the Lipid Research
Clinics Mortality Follow-up Study. After excluding those with
clinically manifest CHD at baseline, corneal arcus was strongly
associated with CHD and CVD mortality only in hyperlipidemic men
ages 3049 years, for whom the relative risk for CHD and CVD death

Introduction
Corneal arcus is an extracellular lipid infiltration of the

peripheral cornea. It appears as a yellowish-white ring
around the cornea, and is separated from the limbus by a 0.3
to 1 mm lucid zone. -4 These deposits consist mainly of
cholesterol, cholesterol esters, phospholipids, and triglyc-
erides.1.5 Corneal arcus has been described in children,3.6 but
it is more prevalent among older people and therefore has
been often called arcus senilis.1-6 It occurs more often among
Blacks than Whites4.6.7 and tends to appear earlier in life in
Blacks than in Whites.'-4,6,7

Rifkind and Dickerson8 found an association of corneal
arcus with coronary heart disease (CHD), and pointed out
that its characteristics are similar to those of atherosclerotic
lesions: both accumulate in relatively avascular tissues, both
increase with age, and are more frequent among males. Data
from the Western Collaborative Group Study indicated an
association of corneal arcus with the incidence of coronary
heart disease in men below age 50.9 Moreover, it has been
found to be related to risk factors of CHD such as hyperlip-
idemia and to occur more often among patients with familial
dyslipoproteinemias. 1-5,6-18 However, data from several
studies showed no independent relationship between corneal
arcus and CHD and suggested that both were related to
elevated serum cholesterol levels.7,8,'2,15,17

Segal, et al,18 examined the data from the Lipid Research
Clinics (LRC) Prevalence Study, which is a major source of
information on the occurrence of hyperlipidemia in North
America, and found an independent relationship between
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was 3.7 and 4.0, respectively, after adjusting for age, total choles-
terol, HDL cholesterol, and smoking status using a Cox proportional
hazards model. Among 3049 year old males, corneal arcus appears
to be a prognostic factor for CHD, independent of its association with
hyperlipidemia in this age-group, of about the same magnitude as
other common risk factors, underscoring the usefulness of comeal
arcus as a prognostic factor to the practicing clinician. (Am J Public
Health 1990; 80:1200-1204.)

corneal arcus and the prevalence of CHD. We here report on
the relation between corneal arcus diagnosed in White
participants of the LRC Prevalence Study based on the
mortality from CHD and CVD during a mean follow-up of 8.4
years.

Methods

The methods of the Lipid Research Clinics Prevalence
Study and of the Lipid Research Clinics Mortality Follow-up
Study have been described in detail elsewhere.'9.20 In sum-
mary, the following points are relevant for the present
analysis.
Prevalence Study

The Prevalence Study was conducted in the period
1972-76 in 10 Lipid Research Clinics in the United States and
Canada. In the first survey (Visit 1), 60,502 individuals (out
of 81,926 eligibles) representing a wide ethnic, geographic,
socioeconomic, and age variation had their plasma levels of
cholesterol and triglycerides determined. A 15 percent ran-
dom sample of all Visit 1 participants, plus all those with high
plasma cholesterol or triglyceride levels or who were taking
lipid-lowering medications, plus varying (by clinic) propor-
tions of those with borderline elevation in cholesterol or
triglyceride, were invited for a more extensive examination
(Visit 2). See Appendix for the definition of "high" and
"borderline elevated." Overall, 85 percent of the 12,595
persons eligible for Visit 2 were actually examined. The data
used in this analysis, except for a Visit 1 hyperlipidemia
variable, were obtained at Visit 2.
Foliow-up Mortality Study

All men and women who were at least 30 years old at
Visit 2 had their vital status determined annually from 1977
through 1983. Mean follow-up was 8.4 years, with a range of
5.7 to 9.9 years. In case of death, cause was classified as
coronary heart disease (CHD), cardiovascular disease
(CVD), or due to other causes, using standard criteria.20 For
deaths suspected of being caused by CVD, the cases were
reviewed by a panel ofcardiologists. They analyzed the death
certificate and information obtained from the next-of-kin and
from hospitalization records if the person was hospitalized
within 30 days prior to death, or from the personal physician
if there had been no hospitalization within 30 days prior to
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death. Vital status is known for over 99.6 percent of the
participants.
Exclsions

Excluded from all CVD analysis were participants with
possible or definite CHD at baseline, according to the
presence of one of the following: angina pectoris diagnosed
by the Rose Questionnaire2l or during the treadmill test; use
of angina medications, antiarrhythmics, digitalis or propran-
olol; exclusion from the treadmill test because of congestive
heart failure, R-on-T type premature ventricular contraction,
ventricular tachycardia, parasystolic focus, atrial flutter or
atrial fibrillation; or resting ECG evidence of diagnostic or
equivocal myocardial infarction.22 Female users of estrogens
or progestogens were excluded because of the small number
who had corneal arcus. Black participants were excluded
because of small numbers. Individuals invited to Visit 2
because of borderline hyperlipidemia were also excluded for
statistical reasons, as explained below, as were individuals
invited solely because of use of lipid-lowering medication.
Finally, those with nonfasting (<12 hours) or missing lipid
values and pregnant women were excluded from the analysis.
Corneal Arcus Diagnosis

The interviewers were trained to identify corneal arcus
in the Visit 2 using a uniform protocol.23,24 They stood in front
of the participants so that their eyes were at the same level
during the examination, which was usually done in natural
(rather than artificial) light, the source of which was tangen-
tial to the eye. The upper and lower poles of the eyes were
examined. Interviewers were directed to look for a whitish
fatty material at the periphery of the cornea. The corneo-
scleral junction had to be observable for a diagnosis of
corneal arcus to be made. For these analyses only positive
answers were regarded as indicative of corneal arcus and an
"uncertain" response was considered as negative.
Laboratory Methods

A detailed description of the laboratory processing
procedures is provided in the LRC Program Laboratory
Methods Manual25 and reviewed elsewhere.26
Statistical Methods

Visit 2 sample data are analyzed to draw inferences
about a population like that of Visit 1. In order to account in
analysis for the sampling scheme, the data are treated as a
stratified random sample, with two strata: hyperlipidemics,
all of whom were invited to Visit 2, and normolipidemics
(including borderline hyperlipidemics), 15 percent of whom
were invited to Visit 2. For simplification, the oversampling
of borderline hyperlipidemics and of users of lipid-lowering
medication were excluded. It should be emphasized that
borderline hyperlipidemics were not in general excluded, but
only the oversampling invited to Visit 2. Because of the
higher proportion of hyperlipidemics in the sample relative to
the population, weighting techniques were used in the esti-
mation of overall population parameters.

CHD and CVD mortality rates (deaths per 1,000 person-
years of follow-up) were calculated for corneal arcus cases
and non-cases, for each age/sex group, by lipid strata and
weighted across lipid strata. Confidence intervals or tests of
statistical significance are not given for these descriptive
statistics, but rather are reserved for the models' fit. Age
groups are 30-49 and 50-69. Similar mortality rates were also
calculated with respect to other possible prognostic factors
besides corneal arcus. These factors are given below, along
with cutpoints which define the categories (greater than or

equal to versus less than cutpoint) for which mortality rates
were calculated:

* Serum cholesterol level (240 mg/dl).
* Fasting serum triglyceride level (250 mg/dl).
* Low density lipoprotein (LDL) cholesterol level (160

mg/dl).
* High density lipoprotein (HDL) cholesterol level (40

mg/dl).
* Body mass index (BMI) (30 kg/m2).
* Smoking status (current versus ex- or nonsmoker).
* Family history of coronary heart disease (either at

least one parent died of CHD or experienced angina
before the age of 60 or at least one sibling died ofCHD
before the age of 60).

* Graded exercise test (positive ECG showed a signif-
icant ST elevation or depression or a significant
change in the ST integral value-for details see Gor-
don, et a127).

* Ischemia on resting ECG excluding myocardial infarc-
tion (either evidence of left ventricular hypertrophy or
other significant ischemia; Minnesota codes 3.1-3.3
with 4.1-4.3 or 1-3-1 through 1-3-6, or 2.1, 4.1, 4.2, 5. 1,
5.2, 6.1, 8.1, or 8.2).

In considering the effects of possible confounding vari-
ables on the relation in males aged 30-49 between corneal
arcus and CHD and CVD mortality, survival models were fit,
by lipid sampling stratum, using Cox proportional hazards
models. In addition to arcus status, survival status and
baseline age, the following baseline variables were consid-
ered: continuous [total cholesterol, LDL cholesterol, HDL
cholesterol, alcohol consumption (g/day), body mass index
(kg/m2), systolic blood pressure, triglyceride]; dichotomous
[family history ofCHD (yes = 1, no = 0), smoking (yes = 1,
no = 0)]. These variables were added one at a time to the
"basic" model, with survival status the dependent variable
and corneal arcus and age independent variables, and dis-
carded if the corneal arcus survival association was not
changed by their inclusion.

Results

For men free of coronary heart disease at baseline,
stratified by two age groups and by lipid sampling strata, the
prevalence of corneal arcus, the total follow-up time, the
mortality rates from CHD and the relative risk are presented
in Table 1. In addition, results are given for the two sampling
strata combined, with the stratum-specific results weighted to
yield estimates of mortality rates for the Visit 1 population.
A high relative risk ofCHD mortality was associated with the
diagnosis of corneal arcus among hyperlipidemic men under
50 years of age but not among older men. Table 2 shows the
same trend when mortality from CVD is considered instead
of CHD.

In female non-hormone users, the low prevalence of
corneal arcus and the small number ofCHD and CVD events
preclude any kind of analysis in the younger age group; in the
older group, where its prevalence and the number of events
increase, the same lack ofpredictive value for CHD and CVD
mortality is observed as in the older men (data available on
request to authors).

The proportional hazards models of time to CHD or
CVD death (Table 3) show that corneal arcus is an indepen-
dent prognostic factor for mortality from CHD or CVD in
men ages 30-49 years in the hyperlipidemic sampling stratum;
for normolipidemic younger men its presence does not appear
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TABLE 1-Estimated CHD Mortality Rates (deaths per 1000 person-years of follow-up) by Age Group and
Comeal Arcus Status, Excluding Those with Prior Manifstations of CHD: Males

Total
Follow-up Estimated

Corneal Number Time CHD Estimated
Sampling Arcus CHD (person- Mortality Relative

Age (years) Stratum Status N Deaths years) Rate Risk

30-49 Hyperlipidemic No 1315 10 11237.6 0.89 6.7
Yes 85 4 675.1 5.93

Normolipidemic No 1202 8 10339.5 0.77 3.4
Yes 46 1 377 2.65

Total* No 2517 18 21577.1 0.79 4.7
Yes 131 5 1052.6 3.74

50-69 Hyperlipidemic No 311 13 2504.2 5.19 0.0
Yes 68 0 583.1 0.00

Normolipidemic No 597 18 5031.9 3.58 0.9
Yes 115 3 947.5 3.17

Total* No 908 31 7536.16 3.64 0.8
Yes 183 3 1530.6 2.99

'Mortality rates weighted across sampling strata.

TABLE 2-Estimated CVD Mortality Rates (deaths per 1000 person-years of follow-up) by Age Group and
Comeal Arcus Status, Excluding Those with Prior Manietations of CHD: Males

Total
Follow-up Estimated

Corneal Number lime CHD Estimated
Sampling Arcus CHD (person- Mortality Relative

Age (years) Stratum Status N Deaths years) Rate Risk

30-49 Hyperlipidemic No 1315 13 11237.6 1.16 6.4
Yes 85 5 675.1 7.41

Normolipidemic No 1202 14 10339.5 1.35 2.0
Yes 46 1 377 2.65

Total* No 2517 27 21577.1 1.32 3.2
Yes 131 6 1052.1 4.23

50-69 Hyperlipidemic No 311 22 2504.2 8.79 0.0
Yes 68 0 583.1 0.00

Normolipidemic No 597 26 5031.9 5.17 1.0
Yes 115 5 947.5 5.28

Total* No 908 48 7536.2 5.31 0.9
Yes 183 5 1530.6 4.98

'Mortality rates weighted across sampling strata.

TABLE 3-Estimated CHD and CVD Hazard Ratio, Comparing Subjects
with Comeal Arcus to Those Without; Adjusted for Age, Total
Cholesterol, HDL-C, and Smoking*, Men Aged 30-49 Years

(95 Percent (95 Percent
CHD Hazard Confidence CVD Hazard Confidence

Lipid Stratum Ratio Interval) Ratio Interval)

Hyperlipidemic 3.7 (0.9,14.7) 4.0 (1.2,12.9)
Normolipidemic 2.2 (0.3,20.1) 1.3 (0.2,10.4)

'LDL-cholesterol, alcohol consumpbon, BMI, systolic blood pressure, and triglyceride
were also considered, but had no effect on the C.A./survival association, so were discarded.

to be ofthe same importance. The covariates included are age
and those whose inclusion in the model substantially modified
the estimates of relative hazard ofCHD or CVD mortality as
related to corneal arcus. These covariates are total choles-
terol, HDL-cholesterol, and smoking. With or without these

additional covariates the relative hazards are similar for
normolipidemics, but for hyperlipidemics the relative haz-
ards adjusted for age alone are about 1.6 times those for
models presented in Table 3.

The relative risk of the diagnosis of corneal arcus in the
30-49 year old male group is compared in Table 4 to that of
other possible risk factors. As can be seen there, comeal
arcus appears to be at least as statistically strong a prognostic
factor for CHD as obesity, hypo-HDL, ischemia on resting
ECG, hypertriglyceridemia and family history of CHD, and
not very different in magnitude from the relative risk from
smoking habit, hypertension, hyper-LDL, and hypercholes-
terolemia. Details concerning this relation are given in Segal,
et al.18

Discussion
In men under 50 years of age, corneal arcus has been

shown in a prospective study to be a predictor of CHD
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TABLE 4-Estimated Mortality Rates (per 1000 person-years) and Relative Risks of Death from CHD In Asymptomatic Men Aged 30-49 Years, by CHD Risk
Factor Status

Hyperlipidemic Stratum Normolipidemic Stratum Population Estimates*

Death Relative Death Relative Death Relative
Risk Factor Status Rate Risk Rate Risk Rate Risk

Comeal Arcus Yes 5.93 6.66t 2.65 3.44 3.74 4.73
No 0.89 0.77 0.79

Current Smoker Yes 2.00 4.26tt 1.72 5.73tt 1.78 5.56tt
No 0.47 0.30 0.32

Quetelet Index .30 1.27 1.55 0.96 - 1.00 3.57
<30 0.82 - 0.28

Hypertensive Yes 1.96 2.33 2.68 7.66tt 2.48 5.90tt
No 0.84 0.35 0.42

LDL-C Level .160 1.84 3.61tt 3.33 9.79tt 2.39 6.83tt
<160 0.51 0.34 0.35

HDL-C Level <40 1.76 2.71t 1.66 3.95t 1.68 3.73tt
.40 0.65 0.42 0.45

Ischemia on Exercise ECG Present 9.79 9.79 10.00 14.29 9.94 13.25
Absent 1.00 0.70 0.75

Ischemia on Resting ECG Present 7.64 7.64 2.15 2.56 2.70 3.14
Absent 1.00 0.84 0.86

Cholesterol Level .240 2.19 - 5.21 12.71tt 2.59 6.64
<240 - 0.41 0.39

Triglyceride Level .250 1.73 1.94 2.37 3.04 1.78 2.25
<250 0.89 0.78 0.79

Family History of CHD Present 2.17 2.44 0.96 1.17 1.21 1.46
Absent 0.89 0.82 0.83

*Weighted across sampling strata.
tO-05 < p < 0.10, two-sided test.
ttO.01 < p < 0.05, two-sided test.

mortality, independent of presence of hyperlipidemia, and a
stronger predictor for hyperlipidemics. Above the age of 50
its diagnosis does not appear to be positively related to the
subsequent manifestation of a fatal CHD event. These
findings help to clarify previous discussion about this
relation,7'28 confirming the observations made in retrospec-
tive,8,29 cross-sectional,18,30 and prospective studies.9 They
are in agreement with the interpretation that corneal arcus
and coronary atherosclerosis share common determinants in
young men, while local factors are more important for its
occurrence in older persons.8"12

The findings in women confirm the low prevalence of
corneal arcus in the young age group,30.3' which with the low
mortality rates rules out the possibility of drawing conclu-
sions about its relation to CHD and CVD mortality. In the
older group, where the prevalence of corneal arcus and the
mortality rate increase, there is the same lack of relation
observed in older men.

The ability to detect patients at high risk of CHD has
been of continuous concern, considering the frequent pre-
sentation of the disease as sudden death32 and its devastating
consequences, especially in the families of young men. The
magnitude of the comeal arcus risk in this age group com-
pared to other usual screening tests (Table 4) highlights the
utility of this simple and inexpensive tool as a prognostic
factor and reinforces the importance of its diagnosis during
the physical examination. This is noteworthy, considering
that it had lower prevalence in the baseline of this population-
based cohort than in some studies which used hospitalized or
referred patients. The fact that, in this study, corneal arcus
was detected only by a single examination, without the use of
slit lamp, could have resulted in some misclassification.'7
However, such misclassification would be independent of
either lipid status or later CHD mortality, so would only bias
our results toward the null, that is, toward finding no

association between it and CHD mortality. The association
between corneal arcus and hyperlipidemia alone would
suggest evaluation of the lipid profile of young men with
corneal arcus. The findings in this paper indicate that it also
may be prudent to suggest that all young patients with corneal
arcus should undergo a detailed evaluation of their other
CVD risk factors.

APPENDIX
Age-Specific Cutpolnts Used for Selecting Participants for Visit 2

Cholesterol (mg/dl)* Triglyceride (mg/dl)**

Borderline Elevated Borderline Elevated
Age Group Cutpoint Cutpoint Cutpoint Cutpoint

30-39 220 240 150 250
40-49 225 260 150 300
50-59 245 280 150 300

60+ 245 280 150 300

'Conversion factor to SI Units (mmol/L): 0.02586
-Conversion factor to SI Units (mmol/L): 0.1129

ACKNOWLEDGMENTS
This work was supported by National Heart, Lung, and Blood Institute

contracts numbered: NO1-HV12159, NO1-HV12156, NOI-HVl2160, N01-
HV22914, NOI-HV32931, NOl-HV22913, NOI-HV12158, NO1-H12161, N01-
22915, NO1-HV22932, NOI-HV22917, NO1-HV12157, NO1-HV12243, N01-
HV32961, NO1-HV12903, and YO1-HV30010.

A portion of these results were presented at the 60th Scientific Sessions
of the American Heart Association Meetings, Anaheim, California, 1987.

The authors would like to thank Jeff Abolafia and Larry Sink for their
programming assistance.

Follow-up Study Executive: Herman A. Tyroler, MD, Chairman; Kant
Bangdiwala, PhD; Elizabeth Barrett-Connor, MD; C. Edwards Davis, PhD;
Manning Feinleib, MD; William Hazzard, MD; David Jacobs, PhD; Leslie
Kirkland-Ellis, MPH; Irma Mebane, PhD; Richard Mowery, MDPH; Ronald

AJPH October 1990, Vol. 80, No. 10 1203



CHAMBLESS, ET AL

Prineas, MBS, PhD; Basil Rifkind, MD; Carl Rubenstein, MD; William J.
Schull, PhD.

Follow-up Study Directors: Elizabeth Barrett-Connor, MD; Reagan Brad-
ford, MD, PhD; Bobbe Christensen, DrPH; Linda Cowan, PhD; Michael
Criqui, MD, MPH; William Haskell, PhD; Joanne Hoover, MD, MPH; David
Jacobs, PhD; J. Alick Little, MD; John Morrison, PhD; George Owen, PhD;
Pearl Van Natta, MS; Patricia Wahl, PhD; Robert Wallace, MD.

Mortality Classification Panel: Arthur S. Leon, MD; Ronald Prineas,
MBS, PhD; Carl Rubenstein, MD (Chairman); Joseph Ruwitch, MD; John
Wilson, MD.

LRC Directors Committee: Francois Abboud, MD; W. Stewart Agras,
MD; Edwin Bierman, MD; Reagan Bradford, MD, PhD; Virgil Brown, MD;
Marilyn Buzzard, PhD; William Connor, MD; Gerald Cooper, MD, PhD; John
Farquhar, MD; Ivan Frantz, MD; Elena Gerasimova, MD; Antonio Gotto,
MD, PhD; James Grizzle, PhD; William R. Hazzard, MD; Donald Hunning-
hake, MD; Frank Ibbot, PhD; William Insull, MD; Anatoli Klimov, MD;
Robert Knopp, MD; Peter Kwiterovich, MD; John C. LaRosa, MD; J. Alick
Little, MD; Fred Mattson, PhD; Maurice Mishkel, MD; Basil M. Rifkind, MD;
Gustav Schonfeld, MD; Helmut Schrott, MD; Yechezkiel Stein, MD; Daniel
Steinberg, MD; George Steiner, MD; 0. Dale Williams, PhD.

REFERENCES
1. Forsius H: Arcus senilia corneae-its clinical development and relation-

ship to serum lipids, proteins and lipoproteins. Acta Ophthalmol [suppl]
1954; 42:1-72.

2. Grayson M: Diseases of the Cornea. St. Louis: C.V. Mosby Co, 1979.
3. Poirier RH: The corneal limbus. In: Leibowitz HM (ed): Comeal Disor-

ders: Clinical Diagnosis and Management. W.B. Saunders Co., 1984.
4. Newell FW: Ophthalmology: Principles and Concepts. 6th Ed. St. Louis:

C.V. Mosby Co, 1986.
5. Tschetter RT: Lipid analysis of human cornea with and without arcus

senilis. Arch Ophthalmol 1966; 76:403-405.
6. Macaraeg PVJ, Lasagna L: Arcus not so senilis. Ann Intern Med 1968;

345-354.
7. Klein B, Klein R, Haseman J, Maready J, Hames C: Corneal arcus and

cardiovascular disease in Evans County, Georgia. Arch Intern Med 1975;
135:509-511.

8. Rifkind BM, Dickerson C: The incidence of arcus senilis in ischemic heart
disease, its relation to serum lipid levels. Lancet 1965; 1:312-314.

9. Rosenman RH, Bradn RJ, Sholtz RI, Jenkins CD: Relation of corneal
arcus to cardiovascular risk factors and the incidence ofcoronary disease.
N Engl J Med 1974; 291:1322-1324.

10. Riflind BM: Corneal arcus and hyperlipoproteinemia. Surv Ophthalmol
1972; 16:295-304.

11. Olsson AG: Studies in asymptomatic primary hyperlipidemia. Surv Oph-
thalmol 1975;187:477-485.

12. Varnek L, Schnohr P, Jensen G: Presenile corneal arcus in healthy
persons: A possible cardiovascular risk indicator in younger adults. Acta
Ophthalmol 1979; 57:755-765.

13. Widner AF: Factors influencing the variable expression of xanthelasmata
and corneal arcus in familial hyperlipidemia. In: Birth Defects: Original
Acta Article Series 1982; 18:449-462.

14. Widner AF: Relationship between comeal arcus and hyperlipidemia is
clarified by studies in familial hypercholesterolemia. Br J Ophthalmol
1983; 67:789-794.

15. Pe'er J, Vdaurri J, Halfon ST, Eisenberg S, Zauberman H: Association
between corneal arcus and some of the risk factors for coronary artery
disease. Br J Ophthalmol 1983; 67:795-798.

16. Corneal Arcus. [Editorial]. Lancet 1984; 1:376.
17. Halfon ST, Hames CG, Heyden S: Corneal arcus and coronary heart

disease mortality. Br J Ophthalmol 1984; 68:603-604.
18. Segal P, Insull W, Chambless LE, Stinnett S: The association of dysli-

poproteinemia with corneal arcus and xanthelasma. The Lipid Research
Clinics Program Prevalence Study. Circulation 1986; 73(suppl I): 1-108

19. Bush TL, Cowan LD, Barrett-Connor E, et al: Estrogen use and all-cause
mortality: Results from the Lipid Research Clinics Program Follow-up
Study. JAMA 1983; 249:903-906.

20. Williams OD, Stinnett S, Chambless LE, et al: Populations and methods
for assessing dyslipoproteinemia and its correlates. Circulation 1986;
73(suppl I):4-1 1.

21. Rose GA: The diagnosis of ischemic heart disease pain and intermittent
claudication in field surveys. Bull WHO 1962; 27:645-658.

22. Sheffield LT, Haskell W, Heiss G, Kioschos M, Leon A, Roitman D,
Schrott H: Safety of exercise testing volunteer subjects: The Lipid
Research Clinics' Prevalence Study experience. J Cardiac Rehab 1982;
2:395-400.

23. Central Patient Registry and Coordinating Center for the Lipid Research
Clinics: Reference Manual for the Lipid Research Clinics Program
Prevalence Study, Vols 1 and 2. Chapel Hill, NC: Department of
Biostatistics, February 1974.

24. Central Patient Registry and Coordinating Center for the Lipid Research
Clinics: Completing the xanthoma form for the Visit 2 screen. Chapel Hill,
NC: Department of Biostatistics, February 1973.

25. Lipid Research Clinics Program: Manual of Laboratory Operations: Vol.
1, Lipid and Lipoprotein Analysis. Bethesda, NHLBI, NIH. DHEW Pub.
No. (NIH) 75-628, 1974.

26. Albers JJ, Warnick R, Johnson N, et al: Quality control of plasma high
density lipoprotein cholesterol measurement methods. Circulation 1980;
62(suppl IV):9-18.

27. Gordon DJ, Ekelund L, Karon JM, et al: Predictive value of the exercise
tolerance test for mortality in North American men: The Lipid Research
Clinics Mortality Follow-up Study. Circulation 1986; 74:252-261.

28. Hickey N, Maurer B, Mulcahy R: Arcus senilia: its relation to certain
attributes and risk factors in patients with coronary artery disease. Br Med
J 1970; 32:449-452.

29. ShanoffHM, Little JA: Studies ofmale survivors of myocardial infarction
due to "essential" atherosclerosis. III. Comaela arcus: incidence and
relation to serum lipids and lipoproteins. Can Med Assoc J 1964; 91:
835-839.

30. Cooke NT: Significance of arcus senilia in caucasians. J R Soc Med 1981;
74:201-204.

31. Lindholm H: Arcus lipose corneal and arteriosclerosis. Acta Med Scand
1960; 168:45.

32. Coob LA, Werner JA: Predictors and prevention of sudden cardiac death.
In: Hurst JW (ed): The Heart. 6th Ed. New York: McGraw-Hill Co,
1986.

1204 AJPH October 1990, Vol. 80, No. 10


